Simpson, who first attended the child on January 1, are briefly as follows:
The patient, a fine, healthy boy aged 10, who was home for his Christmas holidays, developed on December 27 a unilateral parenchymatous tonsillitis. His two brothers had previously been laid up in the same house with follicular tonsillitis. This had run its usual course.
On January 3 the temperature was 104' F., with rigors, and these continued in spite of all treatment until he died on January 13, the temperature being 1070 F.
January 5: Antistreptococcus serum was injected by Dr. Watson, and the next day he again incised the palate and tonsil, and on January 7 incision was made in the neck, but no pus was found.
January 8: Swab taken from the wound, and blood taken from elbow vein; swab was sterile, but after prolonged cultivation Staphylococcus albus was found in the blood.
I saw the child on January 9, and the diagnosis of cavernous sinus thrombosis was obvious. The eyelids were cedematous and tightly closed over the eye, which was bulging, there was ecchymosis of the conjunctiva, and oedema had spread to the forehead and face from blocking of the facial vein, and extended down the neck. There was little to be seen in the throat except that the left tonsil was red and slightly enlarged. Incisions were made in the palate, face, neck and eyelids, and the conjunctiva was also incised and 5 minims of liq. ammoniat. fort. administered every two hours in water. Oxygen, saline infusions and strychnine injections also administered. ' Proceedings, 1911, iv (Otol. Sect.) , pp. 27 and 28.
I reported a case of double cavernous sinus thrombosis. The patient was a woman, aged 36, with intracranial suppuration following mastoid disease. She died on the fifth day after operation.
DISCUSSION.
Mr. O'MALLEY asked what suggestion Dr. Davis had to make as to the route of spread of the infection from the tonsil to the cavernous sinus. He knew of a case in which the cavernous sinus became involved three weeks after the removal of tonsils and adenoids. The patient died and the postmortem examination showed the tonsillar and adenoid regions fully healed, and the presence of an osteo-myelitis of the body of the sphenoid, which involved the sinus by direct spread along the optic nerve on one side. In the present case there might have been another focus of infection besides the tonsil, which would account for rigors and high temperature, even before invasion of the sinus.
Sir STCLAIR THOMSON said he had seen only three cases of thrombosis of the cavernous sinus. In two the spread was from the sphenoid, and the third was an ear case. He agreed with Mr. O'Malley that it was difficult to trace the route from the tonsil. The histories seemed to suggest that the same infection which attacked the tonsil got located in the sphenoidal sinus, and that even in so-called tonsil cases the thrombosis was really of sphenoidal origin.
Dr. JOBSON HORNE recalled a case in which there was no external indication of infection, but post mortem the sphenoidal sinus was found to be infected, and that fully explained the condition.
Dr. W. HILL asked what line of surgical treatment should be adopted in cases of cavernous sinus disease if one were asked to do something more when vaccines failed. The sinus was awkwardly situated, but it could be got at either through the skull or through the orbit or through the sphenoidal sinus. He wondered whether it had been found useful to turn out the clot and drain. Had anyone found that frequent doses of ammonia were of definite use ! Dr. FITZGERALD POWELL said that he had had a case of cavernous sinus thrombosis following intercranial suppuration. The petrous portion of the temporal bone was found extensively necrosed, and the superior petrosal sinus was also thrombosed. Thromboses of the pterygoid plexus of veins were usually responsible for cavernous sinus thrombosis in infection from throat. He believed the sinus had in some cases been approached through the pterygomaxillary fossa.
Dr. DAN MCKENZIE said Dr. Hill's point would be found dealt with in a recent number of the Lancet l in an article by Mr. Ballance, being a paper read by him at the International Congress of Otology, Boston, last year I Lancet, 1912 I Lancet, , ii, pp. 1001 Dr. H. J. DAVIS replied that the severity and the circumstances of the case made a great impression on him. The boy had what was called " an ordinary sore throat " with a small ulcer on the left side. He saw the child nine days after he became ill. He believed the infection of the cavernous sinus travelled through the facial vein, as it communicated by the angular vein with the ophthalmic vein in the orbit. The odema of the face was due to plugging of the facial vein. He did not know whether there was trouble in the sphenoidal sinus, but there was nothing to suggest it. Strong ammonia certainly reduced the liability of the infection to spread; that was seen also in jugular sinus thrombosis in which the jugular was not tied, and in femoral thrombosis and thrombosis elsewhere in the body. It lessened the tendency to coagulation.
Mr. WHALE said that the route was tonsil, pterygoid plexus, facial and angular veins; and then via the ophthalmic vein as had just been suggested. THE patient, a healthy-looking man, had a history of three weeks' increasing difficulty in swallowing, and the case was supposed to be one of early oesophageal growth. It will be seen that the left side of the tongue is atrophied and paralysed; the same applies to the palate and the same to the left side of the larynx. The dysphagia is probably, therefore, due to muscular weakness. The patient attributes his trouble to a heavy blow on the left side of the head. Dr. Grainger Stewart, who has examined the patient, thinks it is not a case of syringomyelia, but that the implication of the cranial nerves is due to a meningitis, probably specific. The patient is not very easy to examine.
The PRESIDENT remarked that similar cases had been shown before. Some years ago he had shown two cases: (1) A patient suffering from syringomyelia in which there was paralysis of the right vocal cord, of the right half of palate and pharynx, the right sternomastoid and upper third of trapezius.
(2) A male, with paralysis of left vocal cord, left sternomastoid and upper third of trapezius. This was probably due to a basal pachymeningitis. Similar cases had been previously recorded by Hughlings Jacksonl and Morell Mackenzie.
Dr. H. J. DAVIS, in reply, said that a Wassermann test was found to be faintly positive: he had just received the report.
